"This book is recommended to all professionals wanting to increase their skills in working with children affected by ADHD. It presents a detailed and practical scheme based on cognitive-behavioural therapy, with well-worked-out sessions and advice. Teachers and clinicians will find good ideas for promoting resilience and overcoming disability. "
Jade Smith is a Clinical Psychologist in paediatric and child mental health services, with significant experience in assessment and therapeutic intervention for young people with neurodevelopmental conditions and co-morbid mental health needs. Previously, she has worked in community and secure settings across the United Kingdom, including with National & Specialist Child Mental Health Services in South London & Maudsley NHS Foundation Trust and has successfully developed ADHD pathways in child services.
Dr Smith regularly adapts evidence-based therapies to increase accessibility for young people with neurodevelopmental differences and their families. She uses a range of models including cognitive-behavioural, systemic and interpersonal therapies. Alongside this, she has a number of publications, is a member of the training committee for the UK ADHD Partnership (www.UKADHD.com) and has contributed to the development of clinical assessment tools and national educational resources for child health.
ADHD is a complicated set of problems, and people with ADHD are more complicated still. Over the years we have developed better understanding and a few ways of helping, but the development has been somewhat lopsided. This book fills a big gap, by creating a detailed plan for a new psychological intervention.
A great deal of good science has been published on the neuroscience and cognitive analyses for ADHD, and on the genetic basis. These have helped to shape professional and public understanding: ADHD does not point to inadequate parenting but to a constitutional alteration of development. The lessons drawn, however, have sometimes been over-simple. Genetic influences are clear and strong, but ADHD is not a genetic disorder in any simple sense. To begin with, the inheritance is complex. Only a very few single genetic changes are capable of causing the features of ADHD to appear and then only in rare cases. Rather, the genetic changes involved are each of weak effect. Many genes have to work together; and interact with each other to alter the response to features of the environment. Furthermore, environmental influences can be strong -as in the case of the very severe neglect previously encountered by infants in the orphanages of Romania, which seem to have a direct influence on the development of impulsiveness and inattention.
Changes in the structure and function of the brain are well established, but -like the genetic alterations -they are of many kinds and no one change can be seen as "the cause of ADHD". Rather, several different problems of function exist in different combinations in different people. Some have big difficulties in "executive function" (the self-control of thought processes). Some find it very hard to suppress a wrong response to a situation. Some have such a poor memory that they cannot completely orient themselves in time and space. Some have a different motivation -they try to avoid waiting at all costs. Some find that their mind wanders so much that they cannot keep focus on an activity. Some cannot temper their emotions and calm themselves down. Some have all these problems, and more. Indeed, coexistent problems are often responsible for the impairments in everyday life. Some become antisocial; some cannot profit well from their education in schools; some never learn good ways of getting on with other people of their own age.
The practical conclusion from all this work is that effective interventions need to take account of several kinds of problem, and treat the individual rather than the diagnosis.
The best-researched treatment uses medications, such as (but not confined to) stimulant drugs that work on the brain in similar ways to amphetamines. They can indeed make a big difference, especially for the children who are most disabled by the conditions. A mass of randomized controlled trials has led to medication being adopted into the treatment plans recommended by guidelines internationally. Nevertheless, there are real limitations to the benefit that can come from medication. It can have adverse effects, especially on e ating. There is very little evidence that it is valuable for periods longer than a couple of years, at least for most children. Guidelines from NICE and the European Guidelines Group indicate that most children with ADHD can be helped reasonably well without using medication.
By contrast with the neurobiological approaches, the emotional and social aspects have received less formal study. The psychological approaches to treatment have for the most part been focused on teaching parents (and, to a lesser extent, teachers) the skills of controlling bad behaviour. This has been a s uccess, but not matched by the creation of evaluated education for the children themselves. Even children who have been treated well can suffer impairment into adult life.
Public understanding is often lopsided too. Many educators, at least in Europe, have felt a distaste for the perceived reductionism and 'medicalization' . The result has sometimes been to divert their attention away from helping children to cope with high levels of inattention and impulsive activity. Families have often been bemused and worried by the clash of different approaches, and avid for knowledge about how they can help their children's development.
What needs to change? We need the development of interventions that can help children to overcome their individual problems as much as possible, and cope with those that cannot yet be fully helped. The interventions need to be acceptable to the wider public. They should be attractive and interesting for children so that they want to engage with them and persist with what they have learned. They should be useful to children at different levels of development. They should address the broad range of functional impairments and not just the core symptoms of impulsiveness and inattention. In short, the balance in treatment should shift towards the development of competence rather than, or as well as, the suppression of symptoms.
This book is now redressing the balance. It is of equal relevance to educating children and treating their problems. It presents a detailed and practical scheme based on cognitive-behavioural therapy, with well-worked-out sessions and advice. It treats the young child as an agent, with respect and appreciation of the full range of strengths and weaknesses that influence psychological development. It addresses the wide range of difficulties that affected children encounter. It provides a distinctive, and testable, model of how to help the individual child to cope successfully with their ADHD.
For all these reasons it is very welcome, and I wish it had been available e arlier in the development of the subject. Use it! Professor Eric Taylor xiii Every so often a happenstance event comes along or an unexpected opportunity opens up. This is what happened to me when I met Jade Smith and this led to me taking a new direction by writing this intervention to help children with ADHD. I have always believed that we should be providing early intervention programmes that work directly with the child as well as with those involved in their care and education and this programme, drawing on the adventures of a young boy called Buzz, does just that. It took a surprisingly long time to write and required us to maximise every ounce of creativity we possess -in fact I was feeling at one point that I was spending my whole weekend with Buzz and his family! Unfortunately some children will have problems as they grow up -these may be chronic problems that cause them to struggle in everyday life; others may be transient problems due to an unsettling period at home or in the family. They need help, support, strategies and skills and we have tried to do this, not only in a fun way, but in a way that empowers the child. Let me explain. The child becomes the 'expert' by considering what they know that would help Buzz cope with a situation and then they think of how they can apply that advice to themselves. So first and foremost I thank Jade Smith for opening this window. Thank you Bill Colley for reading through the whole draft and providing feedback from an educational perspective. I am also grateful to other colleagues I've written with, especially Jessica Bramham, Bob Ross and Gisli Gudjonsson. You are all important branches on my professional tree. Life is one long lesson and we never stop learning and in the past year I have learned the importance of a work-home balance. For too long it has been tipped on the work end. I have never been frightened of change and the future will redress the balance. I am fortunate to have a wonderful daughter, Charley, and great friends (both old and new). Thank you for being there for me, for your love, wit, laughter and debate. Special thanks to Sue Curtis, Beverley and John Iosco, Emma Woodhouse, Jill and Mike Brodie and Gisli Gudjonsson. Your enrich my life.
Susan Young
My sincerest and special thanks to all the families who have contributed to this book via their eternal openness, determination and care. I have been privileged to meet and work with some fantastic, enthusiastic and creative young people. Of course, thanks to Suzy for her never ending energy, courage to travel in new directions and generosity with her knowledge. Thanks to Emma Woodhouse, Jack Hollingdale, Bill Colley and Gisli Gudjonsson for being great advocates in the world of ADHD and sharing their enthusiasm and expertise. Also thanks to Debra Keay, Iris Rathwell and Nadia Barrett for their compassion in healthcare, value of psychology and shared experiences and opportunities. Additional thanks to Hannah Mullens for her wonderful IT skills and attention to detail. Lastly special thanks to family and friends who are ever supportive, interested, patient and available. Jade Smith xv For many years I have focused on the adolescent and adult end of the ADHD spectrum and found that entrenched and learned maladaptive behaviours often hamper therapeutic engagement and progress. I've always believed that the earlier we can intervene, the better the outcome and now there is empirical data to support that view. When I participated as a member of the guideline development group to develop the UK National Institute for Health & Clinical Excellence Guidelines on the diagnosis and management of ADHD in children young people and adults (NICE, 2008) , I kept thinking to myself that what is needed is a programme that joins all the dots -one that can reach the child directly as well as one that involves parents/carers and teachers. In my view it is critical to provide a holistic and integrative approach to combat this pervasive and impairing condition if we are to nurture confident and successful young people who will have pride in their achievements and life satisfaction over the longer term. Hence, following the success of my previous two cognitive behavioural therapy (CBT) books for treating adolescents and adults with ADHD (Young & Bramham, 2007; 2012) and in light of the international acclaim they have received (including translations into Spanish, Norwegian and Polish), with the encouragement and support of my co-author Dr Jade Smith I turned my attention to develop the current progamme that caters for the needs of younger children. The Young-Smith Programme offers a template for healthcare and allied professionals to provide CBT techniques for use with children aged 5-12 years with ADHD. It addresses the symptoms, associated comorbid conditions and problems commonly experienced by young children with ADHD and aims to meet the heterogeneous needs of this population through its modular approach. As with its predecessors for young people and adults, the programme provides practical strategies and techniques to address ADHD symptoms, problem behaviours and emotional difficulties that can be readily accessed and applied by the reader. These may be delivered consecutively or be tailored to meet the specific needs of the child through delivery in self-contained subsections in a 'pick and mix' style. Each topic follows a standardized format Preface describing the presentation of the child in daily life, assessment methods, CBT techniques and implementation advice for parent/carers and teachers. We also provide guidance for working with parents/carers and teachers on how to successfully introduce and extend therapeutic techniques into the home and classroom. Importantly, we devote sections within each chapter on how they might deliver the Young-Smith Programme themselves, supported by the worksheet materials that can be downloaded from the Companion Website www.wiley.com/go/young/helpingadhd.
In addition we reference supplementary psychoeducational materials that can be downloaded from the Psychology Services Website (www.psychologyservices.uk.com/resources). These include a newly developed semi-structured interview to assess ADHD in children, the ADHD Child Evaluation [ACE] which is available for download in several languages.
Engagement is ensured through the introduction of the activities and adventures of Buzz, a young boy who lives with his mum, his older brother and Wilma his dog. The worksheets introduce children to the core concepts and skills they will learn about in each module. These are discussed through the eyes of Buzz and the child thinks up ideas that might help Buzz with his p roblem, thus providing a narrative for children to generate and apply techniques that they may subsequently trial themselves when the focus of the s ession shifts to their own difficulties and problems. Due to the modular design of the programme, the core tasks of learning to acquire new skills and setting reward systems are included in every chapter.
Finally I am grateful to the help and support of colleagues in the development of this treatment programme. A huge thank you goes to Dr Jade Smith, my co-author and clinical psychologist, for initially suggesting and then 'encouraging' me to embark on the project and for bringing her knowledge and skills in working therapeutically with children with ADHD to the programme. Your dedication to help, support and improve the lives of young people with ADHD is inspiring. Without your enthusiasm and hard work, this programme would not have been written. Another huge thank you goes to Bill Colley, who is an awesome teacher trainer and educational consultant who spent much of his career in the independent sector before becoming the headmaster of a residential special school. Thank you for reading the draft chapters, providing such helpful and thought provoking comments, and ensuring that we achieved something that would be of help to those working in the educational sector. Many thanks to Professor Eric Taylor for his consistent support for the project and early advice and comments on the design. I am very grateful to Hannah Mullens for her eye for detail, proofing and checking and keeping us all to time and in order! Finally I'm grateful to Charley, for being the beautiful daughter that you are. Don't ever forget that you reach your dreams one step at a time.
Susan Young xix
This book is accompanied by a companion website:
www.wiley.com/go/young/helpingadhd
The website includes the worksheets for Therapist and Child. The prevalence of ADHD is around 5 % in children and 2.5 % in adults (American Psychiatric Association, 2013). In childhood, boys are diagnosed with ADHD up to four times more than girls, whereas in adulthood, females are just as likely to be diagnosed as males (Ford, Goodman & Meltzer, 2003; Kessler et al., 2006) . This may be because young boys present with greater hyperactivity than girls, with girls presenting as more inattentive, and thus boys may be more likely to be noticed and referred for assessment.
About the Companion Website
ADHD is highly heritable and it is believed to be caused by a complex mixture of genetic and environmental factors including: genes associated with the dopamine and serotonin systems in the brain (Stergiakouli & Thapar, 2010) ; a variety of prenatal and perinatal factors such as smoking, substance use, pre-term birth, low birth weight, birth trauma and maternal depression (Thapar, Cooper, Jefferies & Stergiakouli, 2012) ; and the degree of nurture and stimulation that a child receives in early life (Rutter, 2005) .
Due to the cognitive and behavioural impact of ADHD, there is an associa tion between ADHD and a variety of problems, including academic under achievement, conduct problems and interpersonal relationship difficulties (Shaw et al., 2012) . Boys are at greater risk of developing behavioural and c onduct difficulties than girls, and such problems may increase the rate of referral and assessment for boys. The behaviour of young people presenting with comorbid disruptive behavioural problems is especially challenging for both parents/carers and teachers, and the demands of managing these problems can often lead to stress.
Introduction ADHD Across the Lifespan
As children grow and develop, their brains and behaviour are constantly a djusting and evolving; they will refine their cognitive abilities, learn to cope with challenges and learn to overcome obstacles. However, there are key t ransitions in an individual's life when ADHD may become more prominent. Children with ADHD are often first recognized when demands at primary school begin to move away from play and academic expectations increase. The child may present as being unable to stay seated on the carpet, listen to a story and/or complete a short task on their own without getting up and/ or becoming distracted. Their behaviour is noticeably different to that of their peers.
The transition to secondary school may also be a trigger for referral due to changes in the curriculum, with a greater need to plan and organize, longer days, fewer breaks and higher expectations for sustained periods of concentra tion. At this time, children are expected to navigate new peer groups, manage their own time and belongings, and organize themselves at home and school whilst receiving reduced adult support and direction. In parallel, they are also coping with the changes that puberty brings and managing new feelings and body changes.
For some individuals, symptoms and impairments will persist into adulthood. Most typically this includes inattention and restlessness, whilst overt hyper active and impulsive symptoms may reduce.
ADHD and Comorbidity
It is widely observed that coexisting conditions are the rule rather than the exception, with up to two-thirds of children with ADHD having one or more coexisting conditions. Common comorbidities include oppositional defiance and conduct disorder, anxiety and mood disorders, as well as emotional r egulation difficulties (Biederman, Newcorn & Sprich, 1991; Goldman, Genel, Bezman & Slanetz, 1998; Pliszka, 1998; Elia, Ambrosini & Berrettini, 2008) . Other comorbid conditions include autism spectrum disorders, tic disorders, social problems, sleep difficulties, generalized intellectual impairment and/or specific learning difficulties such as dyslexia.
Gifted children may also develop ADHD. In these cases, impairment is r elative to intellectual ability, as the child doesn't reach its potential. Gifted children often develop compensatory strategies that mask their problems; however, this may become challenging with increasing academic demands and feelings of stress.
ADHD and the Family
Greater parenting stress has been associated with the families of children with ADHD, especially in the presence of oppositional behaviour and/or maternal depression (Theule, Weiner, Tannock & Jenkins, 2013) . Whilst there may be many positive and fun times, it is not always easy bringing up a child with ADHD, and parents/carers need support too, especially at times when they feel weary, fatigued and emotionally drained. This highlights the need to stand back from the condition and the child, and take into account what is going on within the family. Hence, the therapist must not only focus on the needs of the child, but also on the needs of other family members and consider whether these are being met. It is important to note family dynamics and gain an u nderstanding of how reciprocal relationships operate within the family, as the behaviour of one will influence the behaviour of another. Whilst negative cycles within the family have been reported, there is a potential positive here: change in the behaviour of one may influence change in the behaviour of another.
When taking a family perspective, it is important that siblings are not forgot ten. This may reinforce what is happening in everyday life, with the needs of the child with ADHD demanding so much attention that the relatively fewer needs of the non-ADHD sibling are often deferred. Whilst siblings may be c aring and supportive (Kendall, 1999) , they may feel minimized or overlooked and resent or envy the attention received by their brother or sister (Mikami & Pfiffner, 2008) . It is important that parents/carers maintain positive family relationships by ensuring that the needs of all siblings are met, and that rewards and sanctions are fair.
ADHD and School
Classrooms are rich and stimulating environments. For a child with ADHD they are also places with a mass of distractions; for example, teachers speaking, children chatting, outside noise from sport or lawnmowers, other classes/peo ple coming and going, the scribble of pencils, rustling papers, bells ringing and chairs scraping. For a child with ADHD it can be an overwhelming sensation, leading them to lose focus, go off-task and miss important information. In addition, teachers have many competing demands in the classroom, hence it is important that they have a good understanding about the difficulties experi enced by children with ADHD and the potential methods that can be applied to minimize problems and maximize effort. Additional demand is put on teachers when ADHD is combined with oppositional behaviours, conduct problems and/or social communication impairments (Greene et al., 2002) . This emphasizes the need for early and targeted interventions to help promote skills for children with ADHD and the people around them. Some children will access additional support in schools to enhance learning, self-monitoring and staying on task. For children with high levels of self-doubt or low self-efficacy, such learning support can make a wealth of difference by encouraging them to take achievable steps, and by receiving recognition and reward for effort.
Promoting Resilience
All children have their own unique skills, talents, qualities and priorities. The difference between a child with ADHD and a child without ADHD is that the former needs more guidance and nurture during their journey to learn how to overcome life's hurdles and reach their potential. It is important that they focus on the positive and learn to embrace what makes them unique. Children with ADHD often have fast and creative minds, which helps them to be innovative and to develop new and exciting ideas. They may be sociable, funny, extro verted and intuitive. They may channel their energy into sports and seek out novel and interesting ways of doing things. However, they also need to learn how to cope with challenges and difficult times. They must develop skills to cope with setbacks, promote interpersonal skills, set goals and work toward their aspirations.
Resilience is a quality that draws upon a person's inner strength as well as their skill set. It is a lifelong characteristic that requires a person to have devel oped confidence, skills and competencies across life domains. Early interven tion is important for promoting strength and resilience and reducing risk factors, such as low self-esteem, which may impact on the child's future devel opment and wellbeing. With resilience, a person can adapt and bounce back from stressful or adverse incidents. As research adds to our knowledge about ADHD as a lifespan condition, the contribution of early interventions in build ing psychological resilience will become better understood. The aim is not to solely promote skill development, but to also strengthen coping and support mechanisms, which may protect children from emotional distress, behav ioural problems and academic underachievement. Early intervention may prevent the development of maladaptive patterns that lead a child to become entrenched or stuck.
We are strongly influenced by those who are around us. Children are like sponges; they soak up what they see and hear. As a child grows up it will receive various (and sometimes conflicting) 'messages' from parents/carers, teachers, peers, the media and others in society. These messages may shift between gen erations and cultural norms, but the messages that are communicated need to be hopeful and positive if a child is to internalize a view of him-/herself that is functional and adaptive. A child who perceives themselves as a problem or burden is more likely to develop low self-esteem and lack the resilience to cope with the challenges and difficulties in life that they will inevitably face as they mature and become a young adult.
As described by Sonuga-Barke and Halperin (2010), ADHD does not have to be understood as a fixed pattern of core deficits, but rather a fluctuating inter play between individual child factors, developmental neurobiology, pheno types and interpersonal dynamics. This means ADHD has to be seen as a condition that changes as the child develops. Hence, ADHD has a dynamic presentation across the child's trajectory, and early intervention allows this to be shaped through the creation of positive social support, positive self-beliefs, sensitive and warm parenting environments and engaging in physical activity.
Cognitive Behavioural Therapy
The Young-Smith Programme is a cognitive behavioural therapy (CBT) inter vention that focuses on the relationship between cognitions (what we think), affect (how we feel), body response (how this affects our body) and behaviour (what we do) -see Figure 1 .1. There is good evidence that CBT is an effective intervention for the treatment of a variety of problems experienced by c hildren, including anxiety, depression, interpersonal problems, phobias, school refusal, conduct disorder, obsessive-compulsive disorder and the management of pain.
CBT aims to reduce psychological distress and maladaptive behaviour by alter ing cognitive processes. The underlying assumption is that cognitive and behav ioural interventions can bring about changes in thinking, feeling and behaviour, as affect and behaviour are largely a product of cognitions. Hence, CBT aims to restructure negative and unhelpful thinking errors whilst establishing more adaptive and flexible behaviours to promote coping. This is achieved by teach ing children that the way they think about things can change how they feel and what they do. The way their body reacts provides clues to how they are feeling. For example, a child who sees a dog (even a friendly dog) and thinks, 'That dog looks scary!' will feel scared. They may recognize the feeling because their stomach is churning and they feel shaky. In response to these feelings an auto matic action kicks in and the child will draw away from the dog and run to safety. Anxiety about dogs is likely to be maintained if the child does not face their fear, as this means that they do not learn to manage their thoughts, f eelings and behaviours.
When working with young children, the therapist usually sets targets of treatment that focus more on the behavioural aspect of the CBT cycle because young children are less able to work at a cognitive level. However, as the child matures, more cognitive interventions can be introduced, which in turn will optimize treatment outcomes. The cognitive approach examines what a per son thinks about themselves, other people and the world. CBT considers 'thinking errors' to be distorted or biased thinking which tend to be negative, overly general and/or restrictive thoughts about themselves, other people and/ or the world. These 'thinking errors' interfere with the functional thinking p rocess by altering our perception and preventing the adoption of positive coping techniques. In the Young-Smith Programme, we refer to 'thinking errors' as 'enemy thoughts' .
Furthermore, individuals may selectively dismiss relevant information that contradicts their thinking error. For example, the thought, ' All my teachers think I am rubbish' is likely to be an over-generalization displaying catastrophic or 'black and white' thinking. The child is likely to dismiss evidence to the c ontrary, such as receiving praise from a teacher the previous day. Over time, core beliefs may develop from these thoughts. These are stronger representa tions of the way the child perceives and evaluates events. Early intervention hopes to prevent the development of harmful, negative and strongly rooted core beliefs, reduce future distress and reduce the risk of the development of (negative) self-fulfilling prophecies.
CBT techniques will support children to re-evaluate their thoughts and beliefs about themselves, others and the world, and look at situations in a new and more adaptive way, which in turn can help them to feel more positive. Similarly, changing the way the child responds to a situation can help them to cope in a new way, altering not only how they perceive situations but also how they perceive their ability to manage difficult situations. In turn, this leads to more positive feelings and improved self-efficacy and self-confidence. Figure 1 .2 demonstrates an example of a child with ADHD who is struggling to write an essay in class. The child has become stuck, leading to a negative self-fulfilling prophecy. In this case, CBT would teach the child to challenge enemy thoughts/thinking errors and instead apply positive self-talk such as, 'Come on, I can do this. Just five more minutes and then I'll ask for help. ' This will motivate the child to try a bit harder, do a bit more, and ask for help if they continue to struggle.
The Young-Smith Programme
The Young-Smith Programme offers a template for healthcare and allied p rofessionals and provides CBT techniques for use with school-aged children with ADHD or symptoms associated with ADHD. As the Young-Smith Programme and associated worksheets do not refer to ADHD directly, they are also suitable for use more generally with children who do not have ADHD but who are experiencing cognitive and/or behavioural problems for another rea son (e.g., due to disruption within the family).
The Young-Smith Programme provides practical strategies and techniques to address problem behaviours and cognitive and emotional difficulties in chil dren. In particular, cognitive problems are likely to hamper their engagement in standard interventions. For example, they may become restless and inatten tive and need shorter sessions; they may need visual prompts to aid memory; they may need creative methods of delivery to maintain engagement; and there may need to be flexibility in the therapeutic approach, including frequent breaks and rewards. By offering a flexible approach, the Young-Smith Programme provides an adaptive model of CBT that embeds the model in the networks around the child. This will support the child in rehearsing and g eneralizing newly acquired skills into their daily activities. For children with ADHD, interventions that involve those individuals sur rounding the child are likely to be the most effective, and by working directly with the child and their parents/carers and teachers the therapist can ensure that scaffolding surrounding the child will optimize success. There is a great deal of evidence to support an approach that involves parenting and/or school interventions (Young & Amarasinghe, 2010) . Hence, drawing on this approach and applying a cognitive behavioural paradigm, the Young-Smith Programme focuses on the functional problems presented by ADHD children (as opposed to diagnostic categories) and provides a comprehensive programme of treat ment. The interactive and modular style of the programme means that it can be delivered by parents/carers, teachers and/or those involved in other agen cies that support children with ADHD. In particular, we encourage parents/ carers and teachers to deliver parts of the programme by themselves and pro vide specific guidance that will assist them. Although written for therapists who are working directly with young children and their parents/carers and teachers, the programme is novel in the inclusion of additional advice and guidance about how to deliver the programme for non-healthcare profession als. They will be aided in this endeavour by the structured approach to the programme and the inclusion of materials that can be downloaded from the companion website (www.wiley.com/go/young/helpingadhd).
Moreover, teachers and Special Educational Needs Coordinators can easily embed component modules into existing or newly formulated Individualized Educational Programmes. Short-term targets may thus be set around the com pletion of specific modules, or, perhaps more effectively, the application to school situations of specific strategies learnt during the module. Example t argets include the pupil using a five-point scale (as discussed later in this book) to communicate their emotions at a particular time; the use of tech niques introduced in one of the Buzz scenarios to avoid impulsive behaviour, avert frustration or manage conflict; or signs that the child is learning to form and manage friendships with peers.
Within the Young-Smith Programme, we intentionally avoid using the term ADHD for three reasons. Firstly, we believe that it is more meaningful for the child to focus on the functional presentations that cause them difficulties in their everyday life rather than a diagnostic category; secondly, we wish to avoid the stigma associated with a label; and thirdly, we don't want the child to feel that their problems are outside their control and due to a disorder that they can't manage. If the child believes that a problem (behaviour, events) controls them, this may, in turn, make the child feel as though they can do nothing to help control the problem, behaviour, events, and so on. This belief would be wrong because there is a lot that can be done (including strategies that children can learn themselves) to support them in controlling their behaviour and their emotions. This is well established from the evidence supporting CBT interven tions in children more generally. It takes some effort and practice, but it can be
